Objective: As the prevalence of older adults living with HIV disease increases, questions are emerging regarding the extent to which older age amplifies the adverse effects of HIV on employment status and functioning. This cross-sectional study sought to (1) investigate the combined effects of HIV and older age on employment status, (2) identify clinicodemographic correlates of employment status among older HIVϩ persons, and (3) examine the combined effects of HIV and age on workplace performance among employed participants. Method: The sample was 358 HIVϩ (163 older, 195 younger) and 193 HIVϪ (94 older, 99 younger) adults, who completed a comprehensive neurocognitive research assessment that included measures of employment status and current workplace functioning. Results: We observed main effects of HIV and age on employment status, but no interaction. The older HIVϩ sample demonstrated particularly high rates of disability, rather than elective retirement or unemployment. Among older HIVϩ adults significant predictors of employment status included age, global neurocognitive functioning, combination antiretroviral therapy status, age at HIV infection, and hepatitis C coinfection. Finally, self-reported work functioning of older HIVϩ adults differed only from the younger HIVϪ group. Conclusion: Findings suggest that older age and HIV disease have additive adverse effects on employment status, but not work functioning, and that employment status is associated with both neurocognitive and medical risk factors among older HIVϩ adults. Further longitudinal research is needed to elucidate specific disease and demographic characteristics that may operate as protective factors for retaining gainful employment among older HIVϩ adults.
Introduction
Persons infected with HIV are living longer, healthier lives in the era of effective combination antiretroviral therapy (cART). In fact, current life expectancy for an HIVϩ individual on cART is largely comparable to that of HIVϪ adults (i.e., nearly 75 years old; van Sighem, Gras, Reiss, Brinkman, & de Wolf, 2010) . It is estimated that by 2030, people age 50 years and older will constitute nearly three quarters of the HIVϩ population in the United States (Smit et al., 2015) . Older HIVϩ adults experience high rates of disability secondary to a host of disease-related (e.g., viremia), psychosocial (e.g., stigma), neurocognitive, psychiatric (e.g., depression) , and comorbid (e.g., hepatitis C virus [HCV] coinfection) factors that are disproportionately represented in this at-risk group (Cardoso et al., 2013; High et al., 2012) . Thus, HIV is now considered a chronic illness that has considerable relevance to rehabilitation psychology.
Despite the greying of the HIV epidemic, many older adults with HIV are still of working age and can maintain gainful employment. In fact, in international samples, it is estimated that nearly 70% of individuals with HIV are employed (Dray-Spira et al., 2012) , although unemployment rates have steadily increased over the past decade (Annequin et al., 2015) . In the United States, however, employment rates are lower, with some suggesting 40%-50% (Morgan et al., 2012; Rabkin, McElhiney, Ferrando, Van Gorp, & Lin, 2004) . The benefits of maintaining active employment for HIVϩ persons are manifold; for example, successful work engagement can enhance long-term health, quality of life, and self-esteem (Kampfe, Wadsworth, Mamboleo, & Schonbrun, 2008) . Across the life span, employment among individuals with HIV is associated with better disease-specific health factors (e.g., shorter disease duration and higher CD4 cell counts; Auld, 2002) and higher global neurocognitive functioning (Heaton et al., 2004) . Likewise, unemployment is associated with poorer psychological health, elevated concerns for stigma, and fear of HIV-related discrimination (Rodger et al., 2010) . Therefore, it is important to identify risk and protective factors for optimal employment among older HIVϩ adults. Yet we know little about the predictors of employment status and functioning of older HIVϩ adults specifically.
As people living with HIV are getting older, the effects of aging and HIV may translate into compounded vulnerability to unemployment. In fact, rates of employment are low in older HIVϩ adults, at around 35%-50% (e.g., Moore et al., 2013) . To date, only three studies have directly examined the combined effects of aging and HIV on employment status. One study by Burns and colleagues (2006) identified age as a significant and unique predictor of employment and disability among other demographic, disease, and functionality variables in a sample of HIVϩ adults. In an unpublished dissertation, Henninger (2006) used path analyses to demonstrate that both HIV status and age were independently related to employment status. Moreover, age affected employment indirectly through its negative impact on neurocognitive functioning. Finally, a study by Morgan and colleagues (2012) examined the effects of both HIV and aging on various measures of everyday functioning, including employment. The authors found a synergistic age and HIV effect on most aspects of everyday functioning (e.g., activities of daily living), but only an HIV effect on employment status. Furthermore, the only significant predictor of unemployment in the older HIVϩ sample was current major depressive disorder, although greater medical comorbidity burden and lower neurocognitive reserve neared significance (i.e., ps Ͻ .10). This sample, however, included only 61 older HIVϩ individuals who were either employed full time or were unemployed, which may have obscured effects that influence gradations in employment status (e.g., retirement).
Thus, while previous research has shown that age and HIV independently affect employment outcomes, no studies to date have examined their combined effects in a large well-characterized sample of older and younger HIVϩ and HIVϪ adults. The present study aimed to investigate this issue using a multilevel categorization of employment status and across measures of current work functioning. We hypothesized that older adults with HIV would be at the greatest risk for disability and unemployment. Second, we sought to examine clinicodemographic predictors of employment status in older HIVϩ adults. Finally, we examined the combined effects of aging and HIV on workplace performance in a subsample of participants who were employed at the time of assessment.
Method Participants
This study included 551 participants recruited from the San Diego, CA, community and local HIV clinics, who were assessed between the years 2005 and 2013. HIV serostatus was determined by enzyme-linked immunosorbent assays and confirmed by Western blot test or by MedMira rapid HIV-1 antibody test. In total, there were 358 HIVϩ and 193 HIVϪ comparison participants who were broadly comparable on age, education, estimated verbal IQ, and rates of substance dependence and HCV infection (ps Ͼ .05). For the present study, participants were then stratified by age (i.e., younger: under age 50; and older: age 50 and above; Table 1 ). This age split was selected in an effort to remain consistent with prior aging and HIV literature (e.g., Valcour et al., 2004) . Furthermore, it simultaneously allows us to readily identify the subgroup of older HIVϩ individuals in whom to examine specific predictors of employment status and functioning. Of note, parallel analyses were conducted using age as a continuous variable, which confirmed that group dichotomization did not alter the significance or magnitude of the observed associations.
Participants were primarily enrolled in a neurocognitive study and thus were excluded if they had histories of severe psychiatric disorders, chronic medical, or neurological conditions such as active central nervous opportunistic infections, seizure disorders, head injury with a loss of consciousness more than 30 min, stroke with neurological sequalae, non-HIV-related dementias, or an estimated verbal IQ score less than 70 on the Wechsler Test of Adult Reading (WTAR; Wechsler, 2001) . Individuals were also excluded if they met Diagnostic and Statistical Manual of Mental Disorders (4th ed.; American Psychiatric Association, 1994) criteria for substance use disorders within 1 month of evaluation or if they tested positive in a urine toxicology screen for illicit drugs (except marijuana) on the day of testing. Thus, these criteria may be somewhat conservative in estimating the frequency of unemployment in HIV and somewhat liberal in estimating the correlates' unique value in classifying employment status, as many of This document is copyrighted by the American Psychological Association or one of its allied publishers.
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the excluded factors (e.g., active psychiatric disorders) are strong predictors in their own right. Demographic, psychiatric, medical, and applicable HIV disease characteristics of the entire sample are presented in Table 1 . The data presented below are part of a larger research program exploring everyday functioning in individuals with HIV (see Woods et al., 2011, and Morgan et al., 2012) .
Materials and Procedure
The study procedures were approved by the human subjects institutional review board at the University of California, San Diego. Each participant provided written informed consent and was administered a comprehensive medical, psychiatric, and neurocognitive evaluation. The entire neurocognitive evaluation was typically performed in a single session.
Employment Variables of Interest
Information on current and prior employment was gathered in a semistructured neurobehavioral interview administered by a certified research assistant. Each participant was classified as one of four employment statuses: employed, unemployed, disabled, or retired. Each participant was also assigned a score representing their highest occupation level based on the Hollingshead Occupational Scale (Hollingshead, 1975) , which rates occupations along a continuum ranging from 1 (e.g., nonspecialized manual labor, menial service workers) to 9 (e.g., managers, higher executives, and other major professionals). For those who were employed at time of testing, information regarding their current placement was collected and coded accordingly.
Work performance was assessed using the Heaton Employment Questionnaire (Heaton et al., 1994 ), a 28-item self-report measure of work functioning. Specifically, HIVϪ participants were asked to compare current performance to that of the previous year, and HIVϩ participants were asked to compare current performance to the period before infection with HIV. Each item used Likert-type anchors, ranging from 1 to 7, such that lower scores (Ͻ4) indicated worsened or poor functioning and higher scores (Ͼ4) indicated improved or good functioning, while a score of 4 indicated "no change." Several scales were derived from sections of the questionnaire, including a Performance scale, Demands scale, Productivity scale, and Scrutiny scale. Questions within the 4-item Performance scale pertained to the accuracy and efficiency of work product (e.g., "How would you describe your work efficiency in the last month, compared to one year ago?"). The 5-item Demands scale assessed the level of expectations of the employee (e.g., "Describe the quality of work expected of you in the last month, compared to before you were HIV positive"). Questions within the 8-item Productivity scale assessed amount and rate of work, need for assistance, and mental exertion (e.g., "Describe the rate at which you have been achieving your daily work objectives in the last month, compared to one year ago"). Finally, the 5-item Scrutiny scale assessed the amount of oversight the individual had received and the likelihood that a supervisor would notice a change in the individual's performance (e.g., "If you had been accomplishing less work in the last month, what is the chance your supervisor would have noticed?"). In addition, a Summary scale was created by averaging the items from the Productivity and Performance scales (range 1-7; Cronbach's alpha ϭ .90).
Neurocognitive Evaluation
The neurocognitive evaluation included an estimate of premorbid verbal IQ (i.e., WTAR) alongside a comprehensive neurocognitive test battery designed to assess domains most commonly impacted in HIV. In accordance with the Frascati research criteria (Antinori et al., 2007) , the test battery, described in full detail elsewhere (e.g., Sheppard et al., 2015) , included measures of This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
executive functions, attention/working memory, episodic learning, memory, information-processing speed, and motor skills. Scores on each individual test were converted to a sample-based z score, which were then used to create domain z scores. Finally, a global neurocognitive deficit z score was generated by averaging the z scores of each of the six domains assessed.
Psychiatric Interview
Current (i.e., within the last 30 days) and lifetime major depressive disorders and substance use disorders were determined using the Composite International Diagnostic Interview (version 2.1).
Data Analysis
Statistical analyses were conducted using a JMP Pro software package (version 12.1.0). Nominal logistic and multiple linear regression models were used to investigate concurrent predictors of employment status and work performance, respectively. To determine the combined effects of HIV and age and employment status, dichotomous age and HIV status variables and an Age ϫ HIV Status interaction term were included among other relevant predictors. For all models, including the model predicting employment status among older HIVϩ adults and the model predicting work performance in the currently employed subgroup, predictors and covariates (e.g., ethnicity, education, sex, lifetime prevalence of substance dependence) were only included if they significantly differed across groups of interest and were significantly related to the criterion variable. The critical alpha was set to p Ͻ .05.
Group differences in normally distributed variables were assessed using one-way univariate analyses of variance (ANOVA). Wilcoxon/Kruskal-Wallis tests were used to assess omnibus differences on nonnormal variables. Pearson's chi-squared tests were used to evaluate differences in categorical variables. Steel-Dwass tests for multiple comparisons were used for post hoc analyses for the whole group while the less conservative Wilcoxon's tests were used on the subset of the group that was used at time of testing.
Results
Demographic and health characteristics for the stratified sample are presented in Table 1 . The four groups differed on education, ethnicity, gender, highest Hollingshead Occupation achieved, global neurocognitive z score, and the frequency of HCV coinfection, lifetime affective disorders, and substance dependence (ps Ͻ .05). These variables were considered for inclusion as covariates in regression analyses. Figure 1 illustrates the rates of employment, disability, unemployment, and retirement across groups. The highest frequency of gainful employment rates was observed in the younger HIVϪ group (74%) and the lowest rates were in the older HIVϩ group (24%), with the two single-risk factor groups (i.e., either older or HIVϩ) falling intermediate (older HIVϪ: 50%; younger HIVϩ: 44%; Figure 1 
Combined Effects of Age and HIV on Employment Status
Determining covariates. All eight of the variables that differ between the four groups were also associated with employment status in the full sample (all ps Ͻ .05). Thus, the final logistic regression model included all eight of these variables as covariates, along with age group, HIV group, and the Age ϫ HIV interaction term predicting the four-level employment status outcome.
Logistic regression. Results of the logistic regression analyses examining the independent and synergistic effects of age and HIV infection on employment status produced a significant model, 2 (33, N ϭ 532) ϭ 229.1, p Ͻ .0001. Main effects were observed for age ( 2 ϭ 33.0, p Ͻ .001) and HIV status ( 2 ϭ 37.7, p Ͻ .001), but the interaction term was not statistically significant ( 2 ϭ 4.9, p ϭ .18). Other significant predictors in the model included education, Caucasian ethnicity, lifetime affective disorder, HCV coinfection, and global neurocognitive functioning (all ps Ͻ .05). Specifically, compared to the unemployed group, (1) employment was associated with protective factors that included higher education, no HCV coinfection, and no history of affective disorders (all ps Ͻ .05); (2) being disabled from employment was associated with poorer neurocognitive functioning (p Ͻ .05); and (3) retirement was associated with Caucasian ethnicity, no HCV coinfection, and poorer neurocognitive functioning (all ps Ͻ .05).
Predictors of Employment Status in Older HIV؉ Adults
Exploratory analyses. Demographic, psychiatric, and medical characteristics across the four employment groups in the older HIVϩ sample are presented in Table 2 . We conducted a series of univariate chi-squared analyses or ANOVAs with follow-up independent-samples t tests (or their nonparametric counterparts) This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
in order to determine the clinicodemographic factors associated with employment outcomes in the older HIVϩ group. Notably, the retired group was older at assessment, acquired HIV at an older age, and had a higher proportion of Caucasians (ps Ͻ .05). The disabled group had fewer years of education, worse neurocognitive functioning, and was more frequently on cART (ps Ͻ .05). The unemployed group had the highest rate of HCV coinfection (ps Ͼ .05). The four employment groups did not differ on any other factor (ps Ͼ .10). Logistic regression. Next, a multivariable logistic regression model was conducted in order to determine the independent predictors of employment outcomes in the older HIVϩ group. This model included all of the factors listed above that were significantly associated with employment group in the older HIVϩ sample (i.e., age, education, ethnicity, HCV coinfection, global neurocognitive z score, cART status, and age at HIV infection), which were regressed on the four-level employment outcome in the older HIVϩ group. Results yielded an overall significant model, 2 (18, N ϭ 157) ϭ 133.2, p Ͻ .0001. The significant, independent predictors of employment status in older HIVϩ group were age, HCV coinfection, age at HIV infection, cART status, and global neurocognitive functioning (all ps Ͻ .05). Specifically, compared to the unemployed group, (1) employment in the older HIVϩ group was associated with no HCV coinfection and not being on cART (all ps Ͻ .05), (2) being disabled from employment was associated with poorer neurocognitive functioning, being younger at contraction of HIV, and not having HCV coinfection (all ps Ͻ .05).
Effects of Age and HIV on Work Performance Among the Employed Participants
Sample identification and determination of covariates. The demographic, psychiatric, and medical characteristics of a subsample of 107 participants who were employed at the time of assessment are presented in Table 3 . Due to differences in study protocols, 139 participants who were classified as employed did not have work performance data and thus are not included here. The 107 participants with current work performance data did not differ from the 139 participants without such data in any clinicodemographic variable listed in Table 1 (all ps Ͼ .10). Among the 107 participants, we observed group differences in education and gender (ps Ͻ .05). In particular, pairwise comparisons showed that the younger HIVϩ group had a higher proportion of men than both HIVϪ groups and had obtained less education than the two groups (ps Ͻ .05).
For the work performance characteristics listed in Table 4 , gender was only related to work Scrutiny and thus was only a covariate in that analysis. Education, on the other hand, was related to all of the variables listed in Table 4 with the sole exception of Hollingshead change score and thus was a covariate for all analyses.
Multiple regressions. We conducted a multiple regression using the four-level age-HIV group as the primary predictor of the eight continuous work performances listed in Table 4 , with covariates as defined above. A consistent pattern emerged whereby education and the four-level age-HIV group variable were significant, independent predictors of the highest (adjusted R 2 ϭ .46) and current (adjusted R 2 ϭ .37) Hollingshead scores, as well as Work Summary (adjusted R 2 ϭ .10), Performance (adjusted R 2 ϭ .08), Productivity (adjusted R 2 ϭ .10), and Scrutiny (adjusted R 2 ϭ .14; all ps Ͻ .05) scores. In each of these models, pairwise comparisons showed that the older HIVϩ group reported poorer functioning only as compared to the younger HIVϪ sample (ps Ͻ .05; Table 4 ). The overall models for Hollingshead change and work Demands were not significant (ps Ͼ .10). This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
Predictors of Work Performance in Older HIV؉ Adults
Finally we were interested in examining the clinicodemographic correlates (i.e., all variables in Table 3 ) of current work scores in the small sample of older HIVϩ participants. Results revealed that better work performance was associated with higher CD4 count (r ϭ .51, p ϭ .04) and fewer years of education (r ϭ Ϫ0.6, p ϭ .01). In contrast, none of the other health or demographic variables listed in Table 3 were related to work performance in either the older HIVϪ or younger HIVϩ group (ps Ͼ .10).
Discussion
With the grqowing number of older adults living with HIV, it is important to understand the unique and combined risks of older age and HIV disease on employment outcomes. The primary objectives of the present study were therefore to investigate the effects of aging and HIV serostatus on employment status and functioning, to identify predictors of employment in older HIVϩ adults, and to examine workplace performance among employed older HIVϩ persons. Findings revealed that older age and HIV infection impose additive and independent effects on employment Note. Hollingshead occupation scores range from 1 (e.g., farm laborers, menial service workers) to 9 (e.g., higher executives, major professionals such as physicians, engineers, government officials). The median higher occupation score of the whole sample was 5 (e.g., clerical and sales workers, small farm and business owners). Scores on the Heaton Work Questionnaire had a possible range of 1-7, such that lower scores (Ͻ4) indicated worsened or poor functioning and higher scores (Ͼ4) indicated improved or good functioning, and a score of 4 indicated no change. Mean (standard deviation). ns ϭ not significant, p Ͼ .05. a Adjusting for education. b Adjusting for education and sex. ‫ء‬ p Ͻ .05.
‫ءء‬ p Ͻ .01. This document is copyrighted by the American Psychological Association or one of its allied publishers.
status. These findings were independent of important clinicodemographic factors (e.g., education, ethnicity). In our sample, the older HIVϩ adults evidenced the highest rates of disability. Within the older HIVϩ group, being employed was associated with the absence of HCV coinfection and lower rates of cART. Nevertheless, among persons who were able to maintain gainful employment, the self-reported work performance of older HIVϩ individuals was comparable to that of their younger HIVϩ and older HIVϪ counterparts, though worse than that of younger HIVϪ adults. The implications and limitations of these various findings are discussed in detail below. The present study revealed additive and independent adverse effects of older age and HIV infection on employment status, rather than a compounding (i.e., synergistic) effect of these two risk factors. Specifically, there was a stair-step effect of older age and HIV status (see Figure 1) across the groups on employment status, which seems to be characterized by high rates of disability (40%) in the older HIVϩ group. Among older adults who were not gainfully employed, HIVϩ persons were more than twice as likely to be disabled (53%) as compared to those who were HIVϪ (25%). Additionally, among the HIVϩ adults who were unemployed, rates of retirement were higher in the older (12%) adults relative to the younger (2%) adults. Importantly, these additive effects are not better explained by the other demographic factors (e.g., education), psychiatric conditions (e.g., depression), or medical comorbidities (e.g., HCV). Thus, it appears that older age and HIV status are parallel risk factors that do not interact to create an enhanced vulnerability to adverse changes in employment status that is greater than either risk factor would confer independently. This finding is in contrast to past research demonstrating synergistic effects (i.e., interactions) of HIV and older age on other aspects of everyday functioning (Morgan et al., 2012) . For instance, older adults with HIV demonstrate significantly reduced capability to take care of basic tasks (e.g., housekeeping, bathing) or carry on instrumental aspects of daily living (e.g., cooking, financial management) relative to what would be expected given the deficits seen in older age or HIV disease status independently. With regard to employment, there may be other moderating variables that may serve to protect older HIVϩ adults from the synergism seen in these other aspects of daily functioning.
To that end, the present findings revealed several clinicodemographic variables that may influence the employment status of older HIVϩ adults. Our results suggested an unexpected role of disease variables in their association with employment status. Notably, older HIVϩ adults who were employed were less likely to be on cART than those who were disabled, despite nonsignificant differences between groups on measures of immunovirological functioning (e.g., CD4 count; Table 2 ). Post hoc analyses indicate that this same pattern of findings was also present in the young HIVϩ sample (data not shown). This finding was surprising in light of the evidence suggesting that cART can improve work outcomes in certain settings (Elzi et al., 2016; Linnemayr, Glick, Kityo, Mugyeni, & Wagner, 2013) . A possible explanation for this may be due to the side effects of cART; fatigue, diarrhea, and insomnia are among the most commonly experienced symptoms and can affect work productivity (daCosta DiBonaventura, Gupta, Cho, & Mrus, 2012) . Additionally, the lower prevalence of cART among employed individuals suggests that actual immune functioning and disease management do not increase an individual's risk of being unemployed due to disability. It is possible that other moderating factors (e.g., psychosocial variables) or the lack of overt manifestations of health declines that might impact an individual's capacity to work would influence employment status above and beyond traditional disease characteristics. Indeed, financial (e.g., disability benefits), psychiatric (e.g., major depression), and medical (e.g., physical limitations) factors have been shown to influence employment status in HIVϩ individuals to a greater degree than do health indicators such as CD4 count (Rabkin et al., 2004; cf. Burns et al., 2006) . Future research may seek to compare the contributions of these variables in influencing changes in employment between younger and older HIVϩ adults.
Our findings suggested that some clinicodemographic characteristics served as protective factors in older HIVϩ adults. For instance, we found that retired older HIVϩ adults were older at infection, more likely to be Caucasian, and less likely to have a history of affective disorders than unemployed or disabled older HIVϩ adults. In contrast, post hoc analyses on the older HIVϪ sample showed no such differences in either race or psychiatric history (ps Ͼ .10), suggesting that these characteristics may serve as protective factors in older HIVϩ adults. Indeed, affective disorders, particularly the presence of depression, have consistently been associated with poorer work outcomes in various clinical populations, including individuals with HIV (Rabkin et al., 2004) . Furthermore, infection at an older age may allow economic (e.g., financial stability, sufficient health care), and psychosocial buffers to be established before the HIV-related changes (e.g., cardiovascular complications) may occur and negatively impact an individual's life. Lastly, HIV still disproportionately affects ethnic and racial minorities (CDC, 2014) . African Americans and Latinos, for example, are particularly susceptible to higher rates of serious medical conditions including diabetes and cardiovascular disease (Jones & Hall, 2006 ) that may prevent these individuals from working long enough to retire comfortably. Future research should examine what other social, economic, and health variables serve to protect older HIVϩ adults from unemployment and/or disability.
Despite the additive risk of older age and HIV on employment outcomes, work performance of older HIVϩ individuals appear to be comparable to persons with only one risk factor (e.g., older age or younger persons with HIV). Although older HIVϩ adults are not performing at optimal levels, as evidenced by poorer work functioning relative to younger HIVϪ participants (see Table 4 ), there is no evidence of either a synergistic or additive effect of HIV and older age. In other words, work performance is not dually compromised by older age and HIV status. This finding is consistent with additional unpublished results from Henninger (2006) that demonstrated that older HIVϩ adults did not differ from younger HIVϩ adults on skills-based measures of vocational functioning. Collectively, these results suggest a discrepancy between factors that influence an individual's ability to maintain gainful employment and capacity to perform duties at work. It is possible that older age and HIV disease may additively impact domains that influence an individual's decision to retain in or refrain from employment such as financial incentives (e.g., job benefits), social barriers (e.g., stigma or discrimination), health issues (e.g., comorbid medical or psychological conditions), or quality of life (Barkey, Watanabe, Solomon, & Wilkins, 2009; Elzi et al., 2016; Morgan et al., 2012) . This document is copyrighted by the American Psychological Association or one of its allied publishers.
There are several limitations to the current study that are worth noting. The subset of participants who were employed at time of testing was relatively small (N ϭ 107), especially when categorized by age group and HIV status. Specifically, null results on work performance variables within the currently employed adults should be interpreted with caution. However, despite the risk of being underpowered with small sample sizes (N ϭ 17), medium effect sizes were evidenced on some metrics (e.g., Productivity, younger HIVϪ, and older HIVϩ; Cohen's d ϭ .60), suggesting the presence of a robust effect whose reliability remains to be determined. Moreover, it is important to note that the measure of work performance was a self-report questionnaire, which like all subjective indicators is subject to influence by social desirability and recall biases (e.g., Thames et al., 2011) . Furthermore, it is worth noting the potential age bias within the HIVϩ participants in the interpretation of the self-report of measure of work functioning. Older adults likely had different job responsibilities or entire occupations before HIV contraction, which for some individuals was 30 years prior. Therefore, future work may seek to factor in more objective indicators of job performance (e.g., employer reviews) and other aspects of job role and responsibilities (e.g., specific activities and necessary skills) into analysis to overcome these limitations. Lastly, our secondary interest in the role of neurocognition to employment status and workplace functioning informed our exclusionary criteria, which may have limited the representativeness of our sample to that of the greater working population.
Despite these limitations, the present findings add to the growing body of literature testifying that older HIVϩ adults present as a vulnerable, but also resilient clinical population that warrants greater research attention. In fact, recent reports in the United States suggest that nearly 65% of older HIVϩ report self-rated successful aging, and interestingly, although they report more psychosocial stress and worse physical and mental functioning than HIVϪ adults, measures of resilience such as optimism, personal mastery, and social support were comparable (Moore et al., 2013) . Through the current study, researchers and clinicians can better understand the role of important demographic variables (e.g., age) and biological (e.g., immunovirological factors) variables to the employment outcomes of older adults with HIV. From rehabilitation psychological perspective, there are many reasons why HIVϩ individuals may benefit from maintaining employment. Factors associated with gainful employment (e.g., learning new skills, enriching personal and social environment) may promote neurocognitive reserve and protect against worsening physical and neurocognitive functioning (Vance et al., 2015) . Future research should aim to expand on the present findings and identify variables that predict transitions in employment in HIV in an effort to inform clinical decision making.
